background: Social support can be a critical component of how a woman adjusts to infertility, yet few studies have investigated its impact on infertility-related coping and stress. We examined relationships between social support contexts and infertility stress domains, and tested if they were mediated by infertility-related coping strategies in a sample of infertile women. conclusions: Despite being limited by a convenience sampling and cross-sectional design, results highlight the importance of social support contexts in helping women deal with infertility treatment. Health professionals should explore the quality of social networks and encourage seeking positive support from family and partners. Findings suggest it might prove useful for counselors to use coping skills training interventions, by retraining active-avoidance coping into meaning-based and active-confronting strategies.
Introduction
As women continue delaying their decision of childbearing, more are being confronted with the possibility of not becoming biological mothers (Lunenfeld and Steirteghem, 2004) . Infertility is a disease resulting in the inability to achieve pregnancy after 12 months of unprotected sexual intercourse, or 6 months for women over 35 years old (ASRM, 2008; Zegers-Hochschild et al., 2009) . Recent epidemiological data estimate that 80 million people worldwide are struggling with the possibility of not becoming biological parents (Nachtigall, 2006) . The experience of infertility is highly stressful for women (Abbey et al., 1991; Greil, 1997; Peterson et al., 2006; White and McQuillan, 2006) . Those who seek treatment participate in physically demanding and emotionally taxing medical procedures in an effort to achieve pregnancy even if the cause is attributed to their partner (Benyamini et al., 2004; Drosdzol and Skrzypulec, 2009 ).
Because it is fundamental to one's physical and psychological wellbeing (Berkman et al., 2000; Bolger and Amarel, 2007) , social support can be a critical component of how a woman adjusts to the unexpected stress of infertility, especially since most women disclose their infertility to others, and in higher proportions than men (Schmidt et al., 2005b; Peterson et al., 2006; Slade et al., 2007) . Social support is defined as the perception that one has an available confidant (Cohen and Wills, 1985) , or experiences caring attitudes displayed by a specific source (Walen and Lachman, 2000) , and is commonly sought for and provided by partners, family and friends. Having social support from these sources can reduce the impact of a large number of life stressors, including myocardial infarction and cancer (for a review, see Schwarzer and Knoll, 2007) .
Despite increasing calls that have been made to include social support as a variable in infertility studies (Verhaak et al., 2005a; Mahajan et al., 2009; Schmidt, 2009) , there are relatively few studies examining the impact of social support on a woman's levels of infertility stress and psychological adjustment. While some studies have focused on the often unintentional negative impact that unsupportive responses have on generic adjustment and infertility stress (Mindes et al., 2003; Slade et al., 2007) , support from social networks can also benefit a woman's adjustment when dealing with the stress of infertility. For example, social support has been associated with lower levels of depression and anxiety (Verhaak et al., 2005b; Lechner et al., 2007) and reductions in infertility stress (Gibson and Myers, 2002; Schmidt et al., 2005b) . However, the influence of multiple social support sources on varying forms of infertility-specific stress (e.g. social stress, sexual stress) remains unclear.
In addition to social support, coping strategies are used to deal with infertility-related stress. Coping strategies refer to cognitive or behavioral efforts to manage a stressful event that is perceived to exceed an individual's personal resources (Lazarus and Folkman, 1984) . Active and problem-focused coping strategies involve actions intended to resolve the stressor, and are typically more effective in dealing with a stressor than passive and emotion-focused strategies (Lechner et al., 2007) . However, since infertility is a low-control stressor (MillerCampbell et al., 1991; Benyamini et al., 2004) , women can do little to nothing to actively change the nature of the situation (Terry and Hynes, 1998; Verhaak et al., 2005a) . As a result, passive coping styles and emotion-focused strategies, which include efforts to focus on something other than the stressor and relieve anxiety, can also be adaptive (Terry and Hynes, 1998; Rapoport-Hubschman et al., 2009) .
While coping strategies can in and of themselves directly impact infertility-related stress, they can also act as mediating variables between social support and stress. In accordance with the transactional stress theory (Lazarus and Folkman, 1984) , social support from a given context, among other factors, can affect the cognitive appraisal of a stressful encounter and, coupled with a coping strategy, generate a stress response. Previous studies focusing on other lowcontrol situations have confirmed this sequence in which the outcome is generated by the way one copes with the stressor, and the effectiveness of coping is increasingly facilitated when more support is available. For example, cardiac patients perceiving positive support had a greater use of approach-oriented coping strategies, leading to fewer depressive symptoms (Holahan et al., 1997) . In human immunodeficiency virus-positive patients, social support had a negative effect on avoidant coping, which decreased medication adherence and consequently increased viral load (Weaver et al., 2005) . For cancer patients, accommodative coping strategies can act as mediators between social support and some dimensions of personal growth (Luszczynska et al., 2005) , and active coping can mediate the link between support and quality of life (Boehmer et al., 2007) .
However, this transactional stress theory three-step approach has not been studied with a sample of women experiencing infertility. Knowing that social support can promote adaptive coping styles (Holahan et al., 1997) , it is essential that studies include social support as a variable to further disentangle the complex relationship between coping and infertility-related stress (Verhaak et al., 2005b; Mahajan et al., 2009; Schmidt, 2009) .
The current study addresses the existing gap in the infertility literature base by testing a model that examines the effect of perceived social support and coping strategies on infertility-related stress in a sample of infertile women seeking treatment. More specifically, this study explores (i) whether specific social support has a differentiated impact on various infertility-related coping strategies and stress domains, and (ii) whether different coping strategies mediate the relationship between social support and infertility-related stress. In order to test this hypothesized multiple mediation model, structural equation modeling (SEM) was used to verify the impact of three social support sources on four infertility-specific coping subscales and five infertility-related stress dimensions (Fig. 1) . To the authors' knowledge, this is the first study to use SEM analysis to examine the impact of social support on coping strategies and infertility-related stress.
Materials and Methods

Participants
Participants were selected using two different non-representative data collection methods. The first method was based on a sample that included 112 childless women seeking fertility treatments at Centro Hospitalar do Porto, E.P.E., a large regional public hospital in Portugal, and the second included 200 women who completed an online survey through the Portuguese Fertility Association website. In order to match the characteristics of these patients, women who completed the online questionnaire were included in this study sample if at the time of completion they (i) met the medical definition of infertility (i.e. they had been trying to get pregnant for .1 year, or 6 months if older than 35 years), (ii) were childless and seeking treatment for primary infertility at the time, and (iii) were not receiving infertility treatments owing to a previous PGD. Participants responding to the online questionnaire could not go further in the questionnaire without selecting an option in every item, so there were no missing values. Participants who completed the paper version at the hospital were excluded if items left unanswered corresponded to .20% within a given study's dimension (n ¼ 12). Then, missing values were replaced by respective scale mean. The final sample included 252 women.
Procedure
The Portuguese National Health Service partially reimburses infertility medication (69% of the total cost), and provides free access to infertility first-line treatments for women ,42 years of age, and second-line treatments for women ,40 years. All ovulation induction treatments are financed, as well as up to three intrauterine insemination (IUI) cycles and three in vitro fertilization (IVF) or intracytoplasmatic injection (ICSI) cycles.
Women attending the public fertility center at the hospital were asked by their physician to participate in the study at the conclusion of their appointment. After reading the study information sheet and signing the consent form, participants completed their questionnaire booklet in a separate room. For women completing the online form, the Portuguese Fertility Association posted a request for participation on its internet forum. At the end of the invitation, a link conducted forum visitors to another website with the questionnaire. Before starting to answer, respondents were first presented with the study information and the first author's contact in case respondents had any doubts about participation. Data from the online and hospital samples were collected between January and July 2010. Prior to data collection, the study was approved by the hospital Ethics Committee and by the Portuguese Data Protection Authority.
Measures
Socio-demographic and biomedical variables were obtained using a specifically designed questionnaire. Self-reported measures included perceived social support, infertility-related coping strategies and infertility-related stress. In order to ensure adaptation to the Portuguese language, and after permission for translation and use from the original authors, the psychometric instruments were submitted to the following steps: (i) translation; (ii) back-translation by an independent bilingual researcher; (iii) pretesting with infertile women; (iv) reliability analyses; and (v) confirmatory factor analyses.
Social support
The Multidimensional Scale of Perceived Social Support (MSPSS, Zimet et al., 1988) measures the perceived adequacy of social support received from family (four items; e.g. 'I get the emotional help and support I need from my family'), friends (four items; e.g. 'I can count on my friends when things go wrong') and the significant other (four items; e.g. 'There is a special person with whom I can share joys and sorrows'). Because in our sample all subjects had a significant partner, in this study this dimension is designated as partner support for purposes of clarity. Respondents reported their agreement on a 6-point Likert-type scale (1 ¼ very strongly disagree; 6 ¼ very strongly agree). 
Infertility-related coping strategies
The Copenhagen Multi-centre Psychosocial Infertility (COMPI) coping strategy scales (Schmidt et al., 2005a) were specifically developed to measure infertility-related coping strategies. The instrument is based on Lazarus and Folkman's Ways of Coping Questionnaire (Folkman and Lazarus, 1988) , including a revised coping model that added meaningbased coping (Folkman, 1997) and specific items developed from a qualitative study (Schmidt, 1996) . The original COMPI version has 29 items, with 17 representing four different coping strategies. The Portuguese version (COMPI Coping-P) has 26 items, scored from 1 ('not used') to 6 ('used a great deal'). COMPI Coping-P CFA procedures yielded a similar structure to the original conceptual model. Although some items were removed because of insufficient loading, the four original subscales were maintained: active-avoidance strategies (two items; e.g. 'I avoid being with pregnant women or children'; a ¼ 0.88); active-confronting strategies (six items; e.g. 'I ask other childless people for advice'; a ¼ 0.74); passive-avoidance strategies (three items; e.g. 'I try to forget everything about our childlessness'; a ¼ 0.53); and meaning-based coping (six items; e.g. 'I find other life goals'; a ¼ 0.75). The empirically derived COMPI Coping-P model showed moderate fit indices (x Infertility-related stress Newton et al. (1999) Social support and infertility stress 0.08; CFI ¼ 0.78; RMSEA ¼ 0.07). While some items did not obtain enough saturation in local confirmatory analyses to be retained, the five original domains were maintained with good reliability indexes: social concern (10 items, e.g. 'When I see families with children I feel left out'; a ¼ 0.88), sexual concern (6 items, e.g. 'Having sex is difficult because I don't want another disappointment'; a ¼ 0.77), relationship concern (8 items, e.g. 'I can't show my partner how I feel because it will make him feel upset'; a ¼ 0.84), rejection of childfree lifestyle (7 items, e.g. 'There is a certain freedom without children that appeals to me' (reversed); a ¼ 0.82) and need for parenthood (10 items, e.g. 'I will do just about anything to have a child'; a ¼ 0.82).
Data analysis
First, in order to check for possible response bias in the online and hospital groups, statistical comparisons were conducted with socio-demographic and biomedical variables. Independent-samples t tests revealed no significant differences in both groups (P . 0.05) on age (t ¼ 0.89), cohabitation time (t ¼ 20.66), time attempting a pregnancy (t ¼ 21.43), time to contact a physician (t ¼ 0.73) and time until the first fertility medical appointment (t ¼ 1.58). Chi-square tests revealed that the samples did not differ significantly on the stated cause for infertility (x 2 ¼ 7.37, To test the hypothesized multiple mediation model, SEM analysis was used with EQS 6.1 (Bentler and Wu, 2004) . Compared with separate simple mediation models, the relevant advantages of performing a single multiple mediation model include (i) the ability to ascertain the unique mediating effect of a specific variable controlling for the presence of other possible mediators and effect of predictors, (ii) reducing the likelihood of parameter bias related to potentially omitted variables, and (iii) the ability to test competing results between variables (Preacher and Hayes, 2008) .
Prior to SEM analysis, all subscales from the MSPSS-P, COMPI Coping-P and FPI-P were parceled by averaging two or more items into aggregatelevel indicators for each dimension or latent variable (Little et al., 2002) . Because it requires fewer parameters to be tested, the parceling technique has the advantages of providing more parsimonious models compared with item-level data (MacCallum and Austin, 2000; Little et al., 2002) , in addition to identifying more precisely the latent constructs, detecting fewer violations of normal distribution and providing greater reliability (Little et al., 2002; Kline, 2005) . In our study, items were randomly assigned into two parcels for each construct.
In order to test the proposed model, we followed Baron and Kenny's (1986) guidelines for mediation by (i) testing the effect of perceived social support dimensions on infertility-related stress dimensions, (ii) testing the effect of perceived social support dimensions on infertility-related coping scales, (iii) testing the effect of coping scales on infertility stress domains controlling for the previous effect of perceived social support contexts found in step 2, and (iv) testing whether the significant effects found in step (i) decrease or cease when controlling for the coping effects. The same four fit indices examined in CFA were appraised to test the goodness of fit of the hypothesized models, namely the chi-square ratio (x 2 /d.f.), the SRMR, the RMSEA and the CFI. Values closer to zero are demonstrative of better fit in the x 2 /d.f., SRMR and RMSEA. We considered the criteria of SRMR ≤ 0.10 (Hu and Bentler, 1995) and RMSEA ≤ 0.06 (Hu and Bentler, 1998) to be indicative of good fit. For the CFI, the closer to 1.0 the values are, the better the fit of the data to the specified model. Good fitting models are expected to have values of ≥95 (Hu and Bentler, 1999) . To measure mediation and significance of indirect effects, the Sobel test (Sobel, 1982) was used.
Results
Demographic and descriptive statistics
Participants had a mean age of 32 years (M ¼ 32.01; SD ¼ 4.65). The majority of these women had a university or higher education degree (53.4%). Participants were married or living together with their partners for an average of 6 years (SD ¼ 3.43), and were attempting a pregnancy for an average of 4 years (SD ¼ 2.76). Since attempting the pregnancy, women waited an average of 1.3 years (SD ¼ 1.69) to search for a fertility physician, and 1.9 years (SD ¼ 2.20) until their first fertility consult. The majority of the participants (80.9%) had received a diagnosis regarding the cause of infertility, with 30.9% of them reporting a female cause, 30.8% reporting a male factor, 19.7% a combined male -female causation and 8.3% idiopathic infertility. Fifty-eight percent of these women had already been submitted to infertility treatments, with 24.3% of them having only experienced hormonal treatment, 10.4% having also undergone IUI and 64.6% having reached a stage of IVF or ICSI. Eleven percent of participants had already been pregnant as a consequence of these treatments; 15.9% had already conceived spontaneously and 2.8% had a history of both types of pregnancies. All women that had previously been pregnant had suffered a miscarriage or stillbirth. Table I presents the mean levels and SDs for MSPSS-P, COMPI Coping-P and FPI-P subscales.
Associations between social support, coping and stress
Bivariate associations between the study dimensions were tested to determine the potential role of coping strategies as mediators and All items were rated on a 6-point Likert scale. MSPSS-P: Portuguese version of the Multidimensional Scale of Perceived Social Support; FPI-P: Portuguese version of the Fertility Problem Inventory; COMPI Coping-P: Portuguese version of the COMPI coping strategy scales.
assure they were not highly correlated (Baron and Kenny, 1986; Kenny et al., 1998) . Table II shows the correlation between MSPSS-P, COMPI Coping-P and FPI-P subscales. With the exception of active-avoidance coping (displaying small but statistically significant negative associations with family and friends support dimensions), coping and support variables were correlated in a positive direction. Results also indicated that increased levels of meaning-based coping were significantly associated with decreased infertility stress levels in all dimensions except for need for parenthood. While this stress domain was the only one to be significantly associated with active-confronting coping, both active-and passive-avoidance coping strategies were positively related with all infertility stress dimensions. Because each coping strategy was significantly associated with at least one of the hypothesized predictors and one of the outcome dimensions, all variables were included in the model.
Direct effects of social support contexts on infertility stress domains
In testing the first condition necessary for mediation, results revealed differentiated effects of perceived social support contexts in specific infertility stress domains, and good model fit indexes Figure 2 shows the results of the final model, presenting the significant relationships between social support, coping and stress dimensions, as well as the magnitude of direct effects (magnitudes of indirect effects are omitted for clarity). The latent variable concerning passive-avoidance coping strategies ended up not contributing to the final model, and therefore was removed from it. The depicted model suggests a close fit for the data (x 2 (182) ¼ 283.42; SRMR ¼ 0.05; CFI ¼ 0.97; RMSEA ¼ 0.05). The significant pathways leading to each infertility stress outcome variable in the model accounted for 66.0% of the variance in social stress, 31.7% in sexual stress, 31.4% in relationship stress, 11.8% in need for parenthood and 11.7% of the variance in rejection of childfree lifestyle.
Mediating and indirect effects
Partner support
Partner support relationships found in the first model were maintained after the introduction of coping variables, as well as their magnitude. Perceived support from the partner had a strong direct and negative effect on relationship stress (b ¼ 20.47) and sexual stress (b ¼ 20.20) . While these relationships were not mediated by any of the coping latent variables, an indirect negative mediating effect was revealed between partner support and rejection of childfree lifestyle through meaning-based coping (b ¼ 20.04, z ¼ 22.00, P , 0.05). Although there was a significant positive relationship between partner support and active-confronting coping (b ¼ 0. Social support and infertility stress and a negative relationship between this coping style and social stress (b ¼ 20.12), the indirect path between partner support and social stress was not significant (b ¼ 20.03, z ¼ 21.70, n.s.).
Friends support
Regarding the perceived support from friends, only two significant relationships were revealed in this study. Besides a positive direct effect on active-confronting coping (b ¼ 0.28), a negative indirect link was found with social stress (b ¼ 20.04, z ¼ 21.96, P , 0.05), via the decreasing effect of active-confronting coping (b ¼ 20.12).
Family support
Perceived family support was negatively related with social infertility stress both directly (b ¼ 20.30) and indirectly through active-avoidance coping (b ¼ 20.13, z ¼ 22.54, P , 0.05), indicating a partial mediation effect. Although the introduction of the coping variable reduced the strength of the previously found relationship between family support and social stress (b ¼ 20.43 to b ¼ 20.30), the direct effect remained and strongly contributed to reductions in the social stress domain. Family support was also related with active-avoidance coping (b ¼ 20.18), which in turn had significant and strong direct effects on all infertility stress dimensions (b values ranging from 0.28 on relationship stress to 0.69 on social stress). Through active-avoidance coping, small but significant indirect effects were found from family support to all infertility stress latent variables: relationship concern (b ¼ 20.04, z ¼ 22.17, P , 0.05), sexual concern (b ¼ 20.09, z ¼ 22.44, P , 0.05), rejection of childfree lifestyle (b ¼ 20.05, z ¼ 22.22, P , 0.05), need for parenthood (b ¼ 20.06, z ¼ 22.28, P , 0.05) and social concern (b ¼ 20.13, z ¼ 22.54, P , 0.05). Hence, while family support also had a direct effect on social stress, its effect on all other infertility stress domains occurred only through active-avoidance coping.
Discussion
The present study aimed to examine the relationships between perceived social support and infertility-related stress, and to test whether these links were mediated by infertility-specific coping strategies in a sample of infertile women seeking treatment. The tested SEM model represents a first step toward exploring the possible unique pathways by which different perceived sources of social support influence specific infertility stress domains. The strong relationships found between a positive perception of partner support and low relationship and sexual infertility stress could not be explained by any of the accessed coping strategies. In fact, the strongest link found in the model was between partner support and relationship stress. This suggests that, no matter what coping strategy a woman adopts while pursuing a pregnancy through Figure 2 Final structural model and standardized estimates of factor loadings and regression coefficients. Shadowed arrows represent mediating effects. Latent constructs are shown within circles, parceled observed variables are shown within rectangles, and correlated error disturbance terms and standardized correlations are shown in gray. Only significant effects are shown in the picture. Signs of beta weights mark the direction of the effect. Indirect effects beta weights are not shown.*P , 0.05; **P , 0.01; ***P , 0.001. treatment, the perception that one's husband is supportive might facilitate not only the couple's communication about the impact of infertility on the relationship, but also, for example, the scheduling of sexual relations. Given that the desire for a child is created within the marital relationship, and that a couple's difficulty in communicating can predict infertility stress (Schmidt et al., 2005b) , this evidence reinforces the importance of conceptualizing infertility as a shared couple's problem in clinical settings (Peterson et al., 2008; Johnson and Johnson, 2009 ). Additionally, partner support was also related to decreases in rejection of a childfree lifestyle through meaning-based coping, suggesting that having a supportive partner can also facilitate the process of accepting a childfree lifestyle, if one views infertility in a positive light or focuses on new life goals.
Although few studies have examined the relationship between family support on infertility-related coping and stress, the current study demonstrates that perceived family support can have a powerful impact on how a woman experiences infertility stress, both directly and indirectly. For example, even though high levels of perceived support from friends (but not from a partner) can decrease women's social stress levels through the use of active-confronting coping strategies (e.g. reading about childlessness; finding a way to let feelings out), our findings imply that the support one perceives from family might assume a more direct role in alleviating social infertility stress (e.g. feeling more at ease when questioned about children).
Positive perceptions about the support provided by the family can not only diminish infertility-related social concerns but also indirectly benefit four infertility stress domains (relationship concern, sexual concern, rejection of childfree lifestyle and need for parenthood). Hence, even though family and friends are often considered unhelpful in their attempts to assist with infertility, these findings are consistent with the scarce evidence available on the benefit of familial support in infertility adjustment and are worthy of future study (Shiu-Neng and Pei-Fan, 2008; Mahajan et al., 2009) . While perceived family support acts directly to reduce social stress symptoms, such as sensitivity to comments and feelings of social isolation, results suggest that this potential benefit on other infertility stress domains can only help when women engage in active-avoidance coping strategies. This reinforces previous findings regarding the negative relationship between family support and avoidance coping (Holahan and Moos, 1987) , and the power avoidance strategies have in increasing distress (Berghuis and Stanton, 2002; Schmidt et al., 2005b) . In fact, our model suggests that the use of infertility-related active-avoidance strategies, such as abandoning a conversation about children or pregnancies, can significantly raise infertility stress at all levels and be more directly powerful than positive strategies. While active-avoidance coping is primarily used as a defensive and protective reaction to the stress of infertility (Schmidt et al., 2005a) , its short-term reward actually ends up maintaining the problem. While the potential familial benefit on infertility stress through active-avoidance coping might seem paradoxical at first, given that avoidance-coping strategies are used when interpersonal resources are scarce, it is possible that women can be more at ease with feelings of discomfort when they turn to their own families, and therefore lower their propensity to retreat when perceiving their family as available to support them. Families might offer a secure haven where one can lower defenses and easily accept a higher vulnerability level. On the other hand, owing to the lack of prospective data, it could also be that high infertility stress levels in these dimensions lead to a greater use of active-avoidance strategies, which could decrease perceived family support.
Findings from this study have implications for mental health practitioners working within infertility. Women displaying high infertility stress levels can benefit from interventions focused on reducing their reliance on active-avoidance coping strategies by retraining them to use more constructive coping behaviors. Coping skills training (CST) has been used successfully in other low-control situations, for example in patients waiting for a lung transplant (Blumenthal et al., 2006) or with diabetes (Whittemore et al., 2010) . CST within the infertility context has been suggested before (Cousineau and Domar, 2007) , and a review of psychosocial interventions in infertility (Boivin, 2003) indicates that the more successful interventions included the acquisition of coping techniques. More positive and adaptive strategies can include meaning-based and active-confronting coping strategies, especially in trying to lower social concerns and accepting a childfree lifestyle.
Because women have a greater propensity to seek social support than men (Thoits, 1995) , the importance of evaluating adequacy of social support in the infertility context also becomes especially relevant. We know that infertility counseling should focus on both partners; it is probably no surprise to clinicians that our findings suggest that focusing on the importance of husband support can decrease the wife's relationship and/or sexual concern, and even potentially increase the use of meaning-based coping strategies. Because infertile women mobilize more social support than men (Cousineau and Domar, 2007) , counselors can highlight the importance that the support of friends might have in encouraging confronting coping, and that family support can have in decreasing active-avoidance coping and social stress. These points become especially relevant in couples therapy if partners are not in agreement regarding how and when to disclose their infertility to others. In order to avoid encouraging support where none is available, counselors should conduct a thorough assessment of each partner's family dynamics as a support system before encouraging the woman to rely on her family.
It should be noted that the current study contains a number of limitations. First, because of the aforementioned cross-sectional study design, claims of directional influence cannot be made. Also, even though this study had solid theoretically driven hypotheses and good fit of the SEM model to the data, we did not consider other approaches. Testing alternative hypotheses beyond the scope of transactional stress theory could be valuable to rule out possible reverse causal effects. Second, another reason why this model should be considered exploratory is the fact that there are several and varied guidelines regarding the sample size in SEM analyses. Even though our sample had .100 subjects (Muthén and Muthén, 2002) , following other suggestions as having an item:subject ratio of 5 subjects per free parameter (Bentler and Chou, 1987) or 5-10 responses per parameter (Muthén and Muthén, 2002) could enhance the stability and reliability of these estimates. Third, the measure of social support was a general measure, obtaining generalized perceptions of how women view social support in different contexts but not specifically regarding infertility. Even though it is common to inform family and close friends (Peronace et al., 2007) , we do not know whether the infertility condition was revealed in these contexts. And fourth, in addition to the fact that findings may be different for those who have given up treatment (Lechner et al., 2007) or simply decided Social support and infertility stress not to pursue treatment, generalization of results to women seeking treatment must be made with caution. Because non-respondents' records at the hospital were not kept and there might be a bias inherent to a self-selected sample regarding online users, the study's external validity is limited.
Because the present study constitutes an exploratory analysis and no previous research has investigated the mediating effects of coping strategies on the association between perceived social support and infertility stress, future replication studies using larger samples and longitudinal data are warranted to verify the findings of this study. It would also be highly valuable to test for the possibility of different paths in a sample of men experiencing infertility since the experiences of infertile men are often underrepresented in the literature and increased calls have been made to include their voices in studies of this kind (Fisher et al., 2010; Greil et al., 2010; Keylor and Apfel, 2010) . Once we know how these paths operate in men, couples going through a crisis over their infertility might be better counseled on how to accept gender-related ways of seeking social resources and adopting coping strategies in order to reduce stress (Wright et al., 1991) . Because infertility is a shared stressor, it is also important to study the impact of a partner's use of social support resources and coping given recent evidence on the influence of a partner's coping strategies on infertility stress (Peterson et al., 2008) . Additionally, further studies addressing the differences between infertility disclosure patterns (for example, using a latent class approach) in the relationship between social support, coping and infertility-related stress would also be useful.
In conclusion, the present study shows that social support from different sources can be related to specific coping strategies and different domains of infertility stress. The main findings demonstrate that while different coping strategies can mediate the process through which social support contexts influence infertility stress, social support through one's partner and family can directly reduce infertility-related stress in some of these domains. These findings highlight the importance of various social support contexts in helping women deal with the challenges of infertility, and can benefit mental health professionals and physicians as they work to help couples navigate this unexpected life stressor.
